Objective: To assess US physicians' attitudes towards using shared decision-making (SDM) to achieve cost containment.
INTRODUCTION
Since at least in the 1980s, shared decisionmaking (SDM), defined as a process of patient engagement and mutual deliberation between healthcare providers and patients, 1 has been advanced as a way to promote respect for patients, encourage greater patient engagement in their care and improve adherence and outcomes. 2 SDM interventions such as decision aids (DAs) enhance patient knowledge, assist patients in forming realistic expectations, clarify their preferences and decrease decisional conflict. [3] [4] [5] In addition, there is some evidence that using certain SDM tools like DAs can reduce utilisation of discretionary procedures 6 and perhaps even reduce overall healthcare expenditures and utilisation. [5] [6] [7] Efforts are underway to use SDM as a means of addressing healthcare costs. Some advocates propose including physicians' use of DAs as a quality measure aimed at controlling discretionary healthcare spending. 8 The Patient Protection and Affordable Care Act (ACA) introduced several provisions to promote the use of SDM, 9 including Centers for Medicare & Medicaid Services (CMS) innovation initiatives aimed at testing SDM as
Strengths and limitations of this study
▪ Although barriers to shared decision-making (SDM) have been previously described, this is the first study, to our knowledge, describing the US physicians' views about SDM as a means of reducing healthcare costs. ▪ Our study suggests that most US physicians are enthusiastic about SDM and see it as a promising avenue for controlling costs, but only a minority of physicians agree that SDM should be legislated to help control healthcare costs. ▪ While this cross-sectional survey had a solid response rate, reducing concerns about response bias, its findings should still be treated with caution due to the nature of the topic area. Social desirability may lead physicians to say very glowing things about SDM; whether their behaviour follows was not addressed. ▪ Ascertaining motivations behind the opinions we report here would require further in-depth qualitative work beyond the scope of this survey.
a means of reducing discretionary procedures and lowering costs. 8 While general barriers to SDM in physician practice have been described, 10 it is not known whether physicians charged with carrying out SDM find it an attractive means of reducing healthcare costs, whether they would endorse using decision support tools that show costs or whether they endorse the idea of legislation promoting SDM for the purpose of controlling healthcare costs as an appropriate means of achieving cost savings. 
METHODS

Measures
Three outcome measures assessed the respondents' attitudes towards SDM and cost. First, we assessed the respondents' level of enthusiasm (not, somewhat, very) for SDM as a strategy to reduce healthcare costs. We operationalised that idea in the phrase, "Promoting better conversations with patients" as a means of lowering healthcare costs. Second, we also asked for respondents' degree of agreement with "Decision support tools that show costs would be helpful in my practice" (strongly disagree, moderately disagree, moderately agree, strongly agree); and finally, we asked "Should promoting SDM be legislated to control overall healthcare costs" (yes/no). We examined physician demographics (age, sex, region, specialty type and political self-characterisation), practice characteristics (compensation type, predominant practice setting type) as well as perceived barriers to SDM drawn from the literature ("Which of the following is a major barrier to you more actively engaging patients in a process of SDM?" [mark all that apply] patient confusion, inability to individualise risk, lack of patient interest in playing an active role, lack of supportive systems, lack of adequate time with the patient, administrative burdens, financial pressure to do better paying activities, other) as important covariates of their receptivity to SDM being used as a cost-containment strategy.
Analysis
Using SAS V.9.2 (Cary, North Carolina, USA), we calculated response distributions for all items related to SDM previously described. We performed bivariate and multivariate tests of association (ie, unadjusted and adjusted logistic regression models) to examine the associations between physician characteristics (sex, age, region of practice, specialty, practice setting type, compensation type and political self-characterisation) as well as attitudes about barriers to SDM (independent measures) and their views on each of the three dimensions of SDM as a cost-containment strategy (dependent measures) described above. The dependent measures assessing the enthusiasm for 'better conversations' as a costcontainment strategy and "Decision support tools that show costs would be helpful in my practice" were subsequently dichotomised for ease of presentation (very enthusiastic vs all others and strongly agree vs all others, respectively). Variables included in multivariate logistic regression models were determined based on those characteristics of physicians that we a priori hypothesised would be associated with our dependent variables (ie, age, sex, region of practice, specialty type and political self-characterisation), as well as physician characteristics and survey items that were empirically found in bivariate analyses to be significantly associated with our three dependent variables of interest (ie, practice setting, practice compensation type and perceived barriers to implementing SDM). Therefore, for each dependent variable, we first ran a 'base model' containing only those variables for which we were adjusting (age, sex, region of practice, specialty type and political self-characterisation), and then subsequently conducted separate multivariable models testing the association between each individual characteristic/attitude and the dependent variable while controlling for age, sex, region of practice, specialty type and political self-characteriation.
RESULTS
In total 2556 physicians responded to the survey (65% response rate). 15 Respondents were largely male (70%), age 50 years or older (58%) and white (77%; table 1). The respondents were slightly older than nonrespondents (58% vs 54% older than 50 years, respectively; χ 2 =5.4; p=0.02) but otherwise representative of the overall US physician population. 16 Most (67%) of them were 'very enthusiastic' about promoting better conversations with patients as a means of reducing healthcare costs. A majority of the respondents somewhat or strongly agreed that decision support tools that show costs would be helpful in their practice (70%). In contrast, only one in four respondents (24%) agreed that promoting SDM should be legislated as a means of controlling healthcare costs (table 2) . The most common barriers to SDM are summarised in table 1. When stratifying respondents by demographic characteristics (age, sex, region, specialty and political self-characterisation), we found that a majority of respondents from all subgroups expressed enthusiasm about SDM as a cost-containment strategy and decision support tools that show costs. In contrast, a consistent minority of respondents across all subgroups agreed that promoting SDM should be legislated (table 3) .
In bivariate analyses, female physicians (OR 1.7; 95% CI 1.4 to 2.1) and those identifying as politically liberal (OR 1.8; 95% CI 1.5 to 2.3) had significantly greater odds of being very enthusiastic about promoting better conversations as a means to reduce healthcare costs. Surgeons had lower odds than primary care providers to express enthusiasm for promoting better conversations as a means of cost containment (OR 0.7; 95% CI 0.6 to 0.9), while responding physicians' region of practice, age and type of practice setting did not appear to be associated with their views on this item.
In separate multivariable models adjusted for age, sex, region, specialty and political self-characterisation, respondents reporting salary/salary + bonus compensation compared with billing-only had a greater odds of strongly agreeing that decision support tools that show costs would be helpful in their practice (OR 1.4; 95% CI 1.1 to 1.7). Respondents identifying themselves as "very or somewhat liberal or progressive" also had higher odds than those self-described as "very or somewhat conservative" of strongly agreeing that decision support tools that show cost would be helpful (OR 2.2; 95% CI 1.7 to 2.9), as well as expressing strong enthusiasm for promoting better conversations with patients (OR 1.7; 95% CI 1.4 to 2.1; table 4).
Several perceived barriers to SDM were independently associated with the respondents' enthusiasm about promoting better conversations with patients as a costcontainment strategy, whether decision support tools showing costs would be helpful and whether SDM should be legislated to control healthcare costs. In logistic regression models adjusted for sex, age, region, specialty and political self-characterisation, those who selected 'lack of supportive systems' as a perceived barrier to SDM had twice the odds (OR 2.1; 95% CI 1.4 to 3.0) as others to be very enthusiastic about promoting better conversations with patients as a means of reducing healthcare costs. Respondents who perceived administrative burdens (OR 1.3; 95% CI 1.0 to 1.6) and lack of supportive systems (OR 1.5; 95% CI 1.1 to 2.1) as barriers to SDM also had significantly higher odds of strongly agreeing that decision support tools showing costs would be helpful in their practice. Finally, respondents who selected administrative burdens (OR 1.4; 95% CI 1.1 to 1.7), an inability to individualise risk (OR 1.5; 95% CI 1.2 to 1.9), financial pressure to perform betterpaying activities (OR 1.6; 95% CI 1.2 to 2.1) and lack of supportive systems (OR 2.0; 95% CI 1.5 to 2.7) as perceived barriers to SDM had greater odds of believing that SDM should be legislated (table 4) .
DISCUSSION
Most of the US physicians express a strong enthusiasm for promoting better conversations with patients as a means to control healthcare costs and believe decision support tools showing costs would be useful. A minority of physicians agree that SDM should be legislated to help control healthcare costs. Although certain subgroups of respondents (eg, self-described liberals; women) appear more likely to express enthusiasm for SDM and cost transparency compared with other subgroups, majority of respondents in all subgroups were, overall, supportive of promoting better conversations and using decision support tools that show costs.
Comparison with other studies Given the significant variability of cost and lack of cost transparency in the US health system, 17-21 decision support tools that show total costs and patient out-of-pocket costs could be a means to empower physicians and patients as informed healthcare consumers. Support innovations that promote cost transparency also might reflect physicians' views of patient responsibility for reducing healthcare costs. In any event, promoting tools to achieve better conversations with patients and cost transparency appears to be a physician-supported, patient-centered strategy for achieving a higher quality care that may also achieve cost containment as well.
Lack of time with patients and administrative barriers pose obstacles to engaging patients in SDM, according to our respondents. Two of the barriers to SDM that physicians cited-patient's confusion and patients' lack of interest-stand in contrast to studies of patients' views. The national 2009 DECISIONS study 22 of nine medical decisions found patients say they are ready for involvement and desire it. There are multiple explanations for this gap. First, while patients say, when asked, they want to play a greater role in decision-making, doctors may interpret their behaviour during encounters otherwise. Expressions of preference for decision- making could vary depending on the decision faced, from those with high stakes (eg, major surgery) to more routine circumstances (treatment for allergic rhinitis). In addition, physicians may misjudge a patient's confusion or lack of interest in playing an active role, or may exhibit recall bias when responding to items about barriers to SDM. Moreover, how questions about SDM are framed-in this and in other studies-could lead to discrepant results. Furthermore, these data suggest that a majority of US physicians are fully on-board with SDM despite data from the DECISIONS study and others like it, suggesting that SDM is by no means the norm in routine practice.
Strengths and limitations of this study
The limited nature of the single-item self-reported measures presented here restrict our inferences. Regarding the substantive findings of the study, several questions persist. It is unclear why physicians disagree with legislating SDM as a means of controlling healthcare costs when they are enthusiastic about it as a cost-containment measure. Do physicians resist infringement on their autonomy generally? Do they resist any potentially punitive regulatory measures? Do they fear 'big brother' government intrusion? It is possible that physicians may not be comfortable with the idea of any behaviours, including SDM, being legislated even if they embrace the potential positive consequences of doing so. Some physicians may fear that using SDM as a means of reducing healthcare costs could tarnish its patient-centered primary objective. These data do not answer whether physicians resist legislating SDM, but only that they oppose such actions as a cost-containment strategy. Ascertaining motivations behind the opinions we report would require further in-depth qualitative work beyond the scope of this survey. In content areas like this, survey items may have been ambiguous despite rigorous pilot testing. For instance, our item, "decision support tools that show cost would be helpful in my practice" was presented in a section on medical decision-making, creating some ambiguity about whether respondent endorsement of this item really constitutes an endorsement of SDM as a cost-containment strategy or a general endorsement of the innovation for patient-centred care. And while self-reported barriers to SDM were not the focus of this survey, we thought it was important to include them as potential key covariates for respondents' judgements about SDM as a costcontainment strategy. For instance, those who feel their work environment is not supportive of SDM may find legislating it the only viable option for change. 
Continued
While this cross-sectional survey had a solid response rate, reducing concerns about response bias, its findings should still be treated with caution due to the nature of the topic area. Social desirability may lead physicians to say very glowing things about SDM. Belying their broad endorsement, physicians may hold divergent views of SDM. The survey did not stipulate a definitive definition of SDM. Whether, however, their behaviour follows is what is of ultimate concern and was not addressed in this survey. The contrast between physicians' selfreported enthusiasm and the documented failures to promote SDM in studies of physician behaviour suggest that our respondents may uphold an ideal they themselves do not achieve, or may operate with a different functional definition of SDM. Surveys alone cannot resolve this discrepancy. Although the face validity of our measures (Which of the following is a major barrier to you more actively engaging patients in a process of SDM? Promoting SDM should be legislated as a means of controlling healthcare costs; Decision support tools that show costs would be helpful in my practice; Level of enthusiasm for "promoting better conversations with patients" as a means to promote cost containment) do not evoke a clear social desirability bias, that possibility cannot be excluded. This approach did not (and arguably could not accurately) assess the actual behaviour. The AMA Masterfile is the most comprehensive listing of US physicians, but relies on physician self-report for key practice characteristics. For instance, specialty data listed in the AMA Masterfile lists self-reported specialty that is not verified with specialty boards. The estimates reported here may not fully reflect all the US physician opinion.
CONCLUSIONS AND POLICY IMPLICATIONS
Since its emergence in the President's Commission 30 years ago, SDM has promoted empowering patients in their care as an intrinsic good. Should policy also support, or require, SDM to achieve cost-savings? Doing so can be justified as a win-win proposition if SDM improves quality and lowers (or stabilises) healthcare spending. Yet, if SDM is viewed-by physicians, patients or both-as primarily aimed at cost control, or as an effort to save money masquerading as quality improvement, then an important, patient-centred tool may well be left in the toolbox unused. These and other unanswered questions about what the appropriate policy rationale for SDM should be will need to be addressed to assure that its ethical ideals are preserved in the coming years. At present, however, it appears most of the physicians are enthusiastic about SDM and see it as a promising avenue for controlling costs. 
